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BACKGROUND OF THE PROBLEM. Fall prevention programs are uni-
versally multidisciplinary, but nursing care plays the central role. Since
October 2008, Medicare has no longer reimbursed acute care hospitals for
the costs of additional care required due to hospital-acquired injuries
(e.g., injurious falls).
PROBLEM. However, fall prevention programs for hospitalized patients
have had limited success, and multifaceted strategies for implementing
fall prevention programs cannot guarantee success. It is possible that
cultivating and sustaining a caring attitude among clinicians is often
overlooked as an intervention strategy.
METHOD. This article discusses the barriers to implementing fall preven-
tion programs in acute care hospitals. The attributional theory of success
and failure is used to analyze these barriers. In addition, the author
discusses whether a lack of knowledge and/or a lack of caring attitude
play a role as the underlying barriers to implementing a successful fall
prevention program. A patient’s story illustrates patients’ expectations for
the care environment to center on their needs. Possible educational
strategies as interventions for fall prevention programs are discussed.
FINDINGS. It is suggested that education goals for nurses need to not
only promote their professional knowledge and skills in implementing a
fall prevention program but also cultivate their caring attitudes.
Introduction
Fall prevention programs are universally multidis-
ciplinary, but nursing centered (Gutierrez & Smith,
2008). Falls are multifactorial in nature and associated
with multiple medical, functional, and cognitive factors
(Gilewski, Roberts, Hirata, & Riggs, 2007; Joint Com-
mission, 2005; Schwendimann, Bühler, De Geest, &
Milisen, 2006; Tinetti, Inouye, Gill, & Doucette, 1995;
Tinetti & Kumar, 2010; Tinetti & Williams, 1997).
Factors and situations that increase the risk of falls and
fall-related injuries include unsafe gait and transfer,
difficulty in vision and visual perception, unsafe per-
sonal care (e.g., risk-taking behaviors in toileting and
use of assistive device), cognitive impairment and
difficulty in understanding or following instructions,
incontinence, medical conditions and related medica-
tion use, nutrition status, and environment (e.g., light-
ing, difficulty in using the call light, staffing, and
delayed care) (Aberg, Lundin-Olsson, & Rosendahl,
2009; Currie, 2008; Joint Commission, 2005; Quigley
et al., 2009; Tzeng & Yin, 2008a). Estimates of inpatient
falls during hospital stays have been constant over
time (2.2–7 per 1,000 patient-days). About 30% of
patients who fall sustain physical injury leading to
longer lengths of stay and higher hospital costs (Hitcho
et al., 2004; Nadkarni, Iyengar, Dussa, Watwe, &
Vishwanath, 2005; Rizzo et al., 1998).
Nursing would be best positioned to influence the
healthcare system and practice if it combined its quest
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for holistic and patient-centered care with science-
based advocacy (Aiken, 2008). Bedside nurses’ opin-
ions of effective fall prevention measures show the
importance of providing patient-centered care with
attention to each individual patient’s needs (e.g.,
ensuring a patient is treated for pain or agitation) and
being proactive (e.g., anticipating patients’ needs,
assisting patients to get up or sit if they are able)
(Gutierrez & Smith, 2008). However, fall prevention
programs for hospitalized patients have had limited
success.
For example, in a study conducted by Raeder,
Siegmund, Grittner, Dassen, and Heinze (2010) in 28
German hospitals, patients in hospitals with guidelines
were surprisingly more likely to fall than patients in
hospitals without guidelines or with guidelines still in
development. However, when the inpatient care unit
and individual patient variables were included in mul-
tilevel regression analyses (hospital and inpatient care
unit levels of data were used), the use of fall preven-
tion guidelines was statistically significant in reducing
the frequency of fall-related injuries (Raeder et al.,
2010). The effect of program implementation on a
decrease in total falls and fall-related injuries is still
inconclusive.
Would appropriate plans of care for patient moni-
toring and surveillance be a cause of patient falls? For
example, the study conducted by Tzeng, Yin, and
Grunawalt (2008) in an acute care setting in Michigan
found that if the number of sitter requests was higher,
the total number of restraints would be lower but the
total fall rate would be higher. Another study con-
ducted by Tzeng and Yin (2009) in a medical center in
Taiwan found that if no family members were present
when a patient fell, the fall-related injury was less
serious. The results suggested that nurses in Taiwan
tend to depend on family members to help provide
patient care. In other words, the answer to the afore-
mentioned question is that the effect of patient moni-
toring and surveillance on a decrease in inpatient falls
is also still inconclusive.
In a study conducted by Koh, Hafizah, Lee, Loo,
and Muthu (2009) in two acute care hospitals in Sin-
gapore, a multifaceted strategy for implementing a fall
prevention program (i.e., revision of fall prevention
policies, development of a quick reference guide on
fall prevention, use of change champions and educa-
tion sessions, adoption of reminders and identification
systems, use of audit and feedback methods) was
found to effectively increase nurses’ knowledge and
their compliance with fall risk assessment. The educa-
tion sessions included discussion of the importance of
fall prevention, identification of fall risk factors by
using a risk assessment tool, skills required to conduct
a fall risk assessment, and interventions for preventing
falls. However, this multifaceted strategy did not have
a statistically significant effect on reducing the fall and
injurious fall rates. In other words, education on
nurses may not impact fall occurrences. Therefore, it is
proposed that nurses’ attitudes may be considered as
potential for intervention.
The nursing society often assumes that setting an
educational goal for nurses will both increase their
knowledge and change their practice. If nursing is a
profession, nurses working in different regions, cul-
tures, and countries and using different levels of
medical technology and equipment for patient care
should practice standardized procedures competently
(e.g., preventing hospital-acquired injurious falls).
Professional care quality standards (e.g., skills and
clinical judgment) should be universal (Tzeng & Yin,
2008b).
In addition, it seems that the society in general,
including the nursing society, commonly assumes that
nurses treat patients as well as they would their own
families. It is possible that cultivating and sustaining a
caring attitude among clinicians is often overlooked as
an intervention strategy. Therefore, it is proposed that
noncaring nurses can be one of the causes of patient
falls. A caring attitude refers to clinicians’ approaches
to administering care. Attitude refers to a mental state
of readiness to respond in a characteristic way to a
stimulus (e.g., an object, concept, or situation)
(Merriam-Webster OnLine, 2010).
Purpose and Significance of This Paper
The purpose of this article is to first discuss the
barriers to implementing fall prevention programs in
acute care hospitals. The attributional theory of
success and failure is used to analyze these barriers,
and the analysis is followed by a discussion of whether
there is a formula to ensure successful implementa-
tion. Additionally, the author considers whether a lack
of knowledge and/or a lack of caring attitude play a
role as the underlying barriers to implementing a suc-
cessful fall prevention program. Possible educational
strategies as interventions in fall prevention programs
in acute hospital settings are also discussed. Finally, a
patient’s story illustrates patients’ expectations for a
care environment centered on their needs. This article
is significant because, since October 2008, Medicare
Nurses’ Caring Attitude H.-M. Tzeng
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has no longer reimbursed acute care hospitals for
the costs of additional care required due to hospital-
acquired injuries (e.g., injurious falls) (Centers for
Medicare & Medicaid Services [CMS], 2008).
Barriers to Implementing Fall Prevention
Programs in Acute Care Hospitals
Results of translating research evidence into prac-
tice to change clinicians’ behaviors have been incon-
clusive. Interventions may be effective in one study,
but not be in others. Multifaceted interventions (e.g.,
reminders, education sessions, and barrier-oriented
interventions) did not appear to be more effective
than a single intervention, particularly reminders
(Dijkstra et al., 2006; Grimshaw et al., 2001, 2004;
Titler, 2007).
In an Australian study, Fonda, Cook, Sandler, and
Bailey (2006) claimed that successful implementation
of a fall prevention program with sustained reduction
in serious fall-related injuries in older people in a
hospital was mediated by strong leadership and envi-
ronmental support that ensured a practice environ-
ment that was conducive to change. However, a
review study conducted by Dijkstra et al. (2006) led to
a different conclusion. They found that organizational
factors (management support, functional differentia-
tion and specialties, and guideline implementation
interventions developed within a hospital versus
derived from sources outside a hospital) were not sig-
nificantly associated with the effectiveness of imple-
mentation interventions and had no effects on
improving the quality of care at hospitals. The effects
of structure measures are inconclusive.
A study conducted by Koh et al. (2009) in two
acute care hospitals in Singapore showed that nurses
perceived the barriers to fall prevention program
implementation as being related to a lack of knowl-
edge. However, increased knowledge on fall preven-
tion via educational interventions did not guarantee
effective program implementation. Another study
conducted by Koh, Manias, Hutchinson, Donath, and
Johnston (2008) in five acute care hospitals in Sin-
gapore also concluded that knowledge was the barrier
most frequently mentioned by nurses to implementa-
tion of a fall prevention clinical practice guideline. The
four other greatest barriers were availability of support
staff, access to equipment (e.g., bed alarm devices and
night lights), health status of patients, and education
of staff. It was noted that nurses’ attitude and their
perceived role were only ranked as the 11th fre-
quently mentioned barrier.
The locus-stability classification scheme in the attri-
butional theory of success and failure (Weiner, 1986;
Weiner et al., 1971) was used to analyze the five bar-
riers most frequently identified as being external
versus internal and being stable or unstable from the
point of view of nurses (Koh et al., 2008, 2009).
Weiner and associates (Weiner, 1986; Weiner et al.,
1971) used a locus-stability classification scheme (a
2 ¥ 2 categorization scheme; internal and external
control orientations and whether or not they were
stable) to characterize the perceived causes of
achievement-related context (success or failure)
(Table 1). This locus-stability classification scheme is
represented as a 2 ¥ 2 window with four cells. The four
contexts identified in this scheme were (1) aptitude
(internal, stable), (2) temporary exertion (internal,
unstable), (3) objective task characteristics (external,
stable), and (4) chance (external, unstable). The study
conducted by Tzeng and Yin (2008a) is an example of
using Weiner and associates’ (Weiner, 1986; Weiner
et al., 1971) locus-stability classification scheme
paired with incident reports and the perspectives of
nurses and nursing attendants to understand the risk
factors that contribute to inpatient falls.
The top five barriers to fall prevention program
implementation identified in the study conducted by
Koh et al. (2008) were categorized as being external
and being unstable (two barriers: difficulties with
availability of support staff and health status of
patients), being external and being stable (one barrier:
access to facilities), and being internal and being stable
(two barriers: a lack of knowledge and education of
staff) from nurses’ perspectives.
However, in order to address the barriers associated
with a lack of knowledge and the education of staff,
Table 1. The Locus-Stability Classification
Scheme: A 2 ¥ 2 Categorization
Scheme for the Perceived Causes of
Achievement Outcome
Internal External
Stable Context 1: aptitude Context 3: objective
task characteristics
Unstable Context 2: temporary
exertion
Context 4: chance
Note: This scheme was modified from the one used in Weiner
and associates’ work (Weiner, 1986; Weiner et al., 1971).
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healthcare organizations need to provide educational
interventions. Therefore, a lack of knowledge and the
education of staff may also be categorized as being
external and unstable, because the frequency and
depth of fall prevention-related in-service training
may vary depending on the resources available for
training and the leadership commitment to training. If
so, all barriers may be attributed to external factors
(e.g., structure measures). The outcomes of the edu-
cational strategies may also vary due to factors of
temporary exertion (e.g., nurses are too tired to com-
prehend the materials).
It is unclear why increased knowledge about fall
prevention via educational interventions does not
guarantee effective implementation of a fall preven-
tion program (Koh et al., 2009). Is nurses’ adherence
to guidelines due to a lack of facilities and equipment
or to a lack of patient-centered care (e.g., developing
an individualized care plan on fall prevention based on
the risk factors of each individual patient)? Based on
Weiner and associates’ (Weiner, 1986; Weiner et al.,
1971) locus-stability classification scheme, nurses’
attitudes would be categorized as being internal and
stable. In order to change nurses’ caring attitude for
providing patient-centered fall prevention care,
in-service training and school nursing education may
need to focus on cultivating and strengthening an
attitude that centers on patients. However, no studies
have investigated the link between nurses’ caring atti-
tude and patient outcomes.
Is There a Formula to Ensure Successful
Implementation?
It is arguable whether a simple formula exists to
ensure successful implementation of research-based
clinical improvements. Regardless, when designing an
effective implementation strategy, it is necessary to
target individual healthcare institutions’ structural
and attitudinal needs and the barriers to and facilita-
tors of behavior change. Interventions may be targeted
at either the structure or the process of care or at both
(Grol, 1997; Grol & Grimshaw, 1999). However, the
existence of research evidence alone may not be
enough to influence nurses’ shared values, beliefs, and
behavioral norms toward patient safety (e.g., prevent-
ing hospital-acquired injuries), and to change practices
and the work environment (e.g., behaviors of both
clinical professionals and managers) (Aberg et al.,
2009; Feng, Bobay, & Weiss, 2008).
Is There a Lack of Knowledge or a Lack of Caring
Attitude?
Reflecting on the study conducted by Koh et al.
(2009), in which increased knowledge on fall preven-
tion via educational interventions did not guarantee
effective fall prevention program implementation,
brought up several principal questions. Why doesn’t
nursing education on fall prevention result in better
outcomes? Is it possible that a lack of nurses’ caring
attitudes is the underlying cause (e.g., providing
patient-centered care), instead of a lack of professional
skills and knowledge (e.g., how to implement a fall
prevention protocol)?
As a matter of fact, fall prevention principles (e.g.,
eliminating extrinsic risk factors and intrinsic risk
factors) often apply to hospitalized patients and com-
munity residents (Currie, 2008). Are most of the
well-known interventions and risk assessment guides
in the fall prevention protocol common sense? If so,
a lack of knowledge may not be an underlying
barrier to effective implementation of a fall preven-
tion program.
Discussion and Practical Implications: Rethink
Approaches for Fall Prevention Interventions
A successful strategy may need to equally address
two education goals: (a) promotion of nurses’ profes-
sional knowledge and skills in implementing a fall
prevention program, and (b) cultivation of nurses’
attitudes in treating patients as their own families.
Setting educational goals with a focus on nurses’ atti-
tudes may result in a change in nursing practice, and
the sustained change may support a patient-centered
and relationship-based practice environment (Kolor-
outis, 2004; McCormack & McCance, 2006). The fol-
lowing story of a dissatisfied patient illustrates the
desperate need to support a patient-centered and
relationship-based practice environment.
Within the past 6 years, a 57-year-old White man,
employed as a licensed lawyer and administrator in
an academic setting with a medical center, had pros-
tate surgery with two post-surgery hospital readmis-
sions through the emergency room as well as an
outpatient out-of-pocket eye surgery to correct
myopia at the same medical center he was
employed. The eye surgery had a disappointing
result and was repeated, but the result remained
unsatisfactory.
Nurses’ Caring Attitude H.-M. Tzeng
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Nevertheless, he did not file any lawsuits against his
employer. He stated that he stays with his doctors
and the medical center affiliated with his employer
because he thinks that his hospital provides state-
of-the-art medical care, or at least it is supposed to.
He did have one outpatient surgery in the same
hospital for treatment of blood veins in his leg with
a very satisfactory result.
He said: “The inpatient and outpatient care I
experienced was not personal. My hospital only
considered me as a case, not a person. The doctors
and nurses were not concerned enough about my
needs. . . . When I was hospitalized, I was able to
understand and remember my doctors’ orders, but
nurses were not following the orders. I used call
lights to remind my nurses, but they ignored me.
They just did not try hard enough. . . . I remem-
bered that when my four children were born in the
other hospital, the atmosphere was so warm, nice,
and pleasant. Maybe such a pleasant atmosphere
only exists in the childbirth center.”
Reflection on the Story: Patients Expect a
Patient-Centered Care Environment
If nurses and doctors treated their patients as well as
they would their own families, patient-centered care
would be well perceived. Caring is indeed the essence
of nursing practice. In acute care settings, patients are
often treated as diagnoses instead of patients, espe-
cially in large institutions. Hospital rules and policies
are there to serve the needs of the organization itself
more than the needs of the patients and their families.
In the healing process, effective nursing requires ele-
ments of technical expertise and compassion as well as
a care environment that enhances the use of patient-
centered process (McCormack & McCance, 2006;
Moriconi & Stabler-Haas, 2010; Weydt, 2010).
In Watson’s (1999) theory of human caring, four
imperatives for caring were identified: (a) honoring
the dignity and worth of each person, (b) recognizing
the individual’s unique response to illness, (c) pro-
tecting the individual’s autonomy, and (d) helping
individuals reach their maximum capacity. Swanson
(1993) depicted five essential caring processes: main-
taining belief, knowing, being with, doing for, and
enabling and informing. Koloroutis’s (2004) rela-
tionship-based care model described a caring and
healing environment in which each individual is seen
as a whole person (body, mind, and spirit). Continuity
of nurse–patient and nurse–family relationships is the
foundation of quality care delivery (Koloroutis, 2004).
Patient-centered and relationship-based care envi-
sions education as a process that incorporates caring
and mind–body connections, as well as respect for
patients’ differences, preferences, and expressed needs
(Moriconi & Stabler-Haas, 2010). This process is meant
to help nurses comprehend patient care, which
includes the relationships of nurse to self, nurse to
patient, and nurse to colleagues, and to revolutionize
patient-centered care in a cost-effective manner. In
other words, clinical competence, critical thinking,
caring, compassion, respect, and incorporation of the
mind–body connection should be the components of
every nursing curriculum. However, incorporating the
body–mind–spirit connection into the curriculum
remains a challenge to nurse educators (Moriconi &
Stabler-Haas, 2010).
As an extension to McCormack and McCance’s
(2006) framework for person-centered nursing, it is
arguable whether treating patients as well as one’s
own families should be one of the attributes of a nurse.
To cultivate and sustain a caring attitude among clini-
cians, it is essential to have a caring culture in the
workplace, including the quality and commitment of
leadership and clinicians’ and administrators’ attitude
of treating each other as well as their own families. It
could be argued that a practice environment with a
caring attitude to colleagues should come first.
Nurses’ and Patients’ Understanding About
Patient-Centered Care
In the study by McCance, Slater, and McCormack
(2009), nurses had a clear idea of what caring and
nursing consisted of and that was reflected in patient-
centered care. However, introducing patient-centered
nursing as a practice development intervention into
the inpatient setting of a tertiary hospital had no effect
on nurses’ perceptions about patient-centered care as
measured by their agreement levels to the question
“Do you consider the following aspects of your
nursing practice to be caring?” In contrast, patients’
perceptions of caring varied before and after the
patient-centered nursing practice intervention was
introduced. However, no patient-centered or clinical
outcome measures were investigated in this study.
McCance et al.’s (2009) study suggested that nurses
have a solid understanding about caring, but they may
not demonstrate the appropriate caring attitudes when
they encounter their patients. Maybe some nurses
H.-M. Tzeng Nurses’ Caring Attitude
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simply do not walk the talk—that is, they understand
the meaning of caring but do not perform patient-
centered care with a caring attitude. Caring attitude
should be among professional nursing competencies
and indeed has been assumed to be a given attitude
upon graduation or licensure as a nurse. If so, measur-
ing patients’ perceptions about the care they receive
during hospital stays may be a way to assess nurses’
caring attitudes as expected and perceived by patients.
In a recently developed Person-Centered Climate
Questionnaire–patient version (Edvardsson, Koch, &
Nay, 2009; Edvardsson, Sandman, & Rasmussen,
2008), the person-centered climates comprise safety,
everydayness, and hospitality in the Swedish version,
and safety and hospitality in the English version. As a
matter of fact, the CMS in the United States has man-
dated that hospitals measure nurses’ and doctors’ atti-
tudes. On the Hospital Compare Web site supported by
CMS, Hospital Consumer Assessment of Healthcare
Providers and Systems (http://www.hospitalcompare.
hhs.gov/hospital-search.aspx?AspxAutoDetectCookie
Support=1 and http://www.cms.gov/HospitalQuality
Inits/16_InpatientMeasures.asp#TopOfPage) results
are reported for six summary measures, two indi-
vidual items, and two global ratings, a total of 10
measures (CMS, 2009).
The six summary measures encompass (a) how
well nurses communicate with patients, (b) how well
doctors communicate with patients, (c) how respon-
sive hospital staff are to patients’ needs, (d) how well
hospital staff help patients manage pain, (e) how well
the staff communicates with patients about medicines,
and (f) whether key information was provided at dis-
charge. The two individual items address the cleanli-
ness and quietness of patients’ rooms, and the two
global ratings report patients’ overall rating of the hos-
pital and whether they would recommend the hospital
to family and friends (CMS, 2009).
Reflection on the Story: Are Nurses and Doctors
Working to Avoid Lawsuits?
The patient who shared with his story with me also
claimed that his nurses and doctors seemed to have
been working simply to avoid lawsuits. One question
relating to the attitude of nurses and doctors was
brought up by the patient himself: Are nurses and
doctors interested in their patients? He responded
“no” without any hesitation. In a very firm tone, he
expressed that nurses and doctors are working only to
avoid lawsuits.
Two questions rose while reflecting on my con-
versation with the patient. Are we assuming that
nurses are providing patient-centered care within
a relationship-based practice environment? Are we
assuming that nurses are delivering holistic care with
emphases on their patients’ body (by initiating mean-
ingful and concrete conversations for understanding
and addressing physical needs), mind (by initiating
effective and open conversations for understanding
and addressing their emotional needs), and spirit (by
initiating mutual healing conversations for under-
standing and addressing their spiritual needs) (Kolor-
outis, 2004)? From the standpoint of nursing society
as a whole, the answers to these questions should be
yes.
Based on the information presented, the author
developed a theoretical patient-centered nursing
model (Figure 1). This model is based on the person-
centered nursing framework developed by McCor-
mack and McCance (2006). Figure 1 has not been
tested, and more research is needed to validate the
interwoven relationships between the care environ-
ment (structure measures), nurses’ professional profi-
ciencies (structure measures), caring process (process
measures), and patient outcomes (outcome mea-
sures), especially for the use of evaluating implemen-
tation of fall prevention programs on reducing fall
rates.
Conclusion
Patient centeredness is a common phrase in the
literature related to nursing and health care. Increas-
ingly, there is an expectation that clinicians use the
principles of patient-centered and relationship-based
care in their practice and that healthcare organiza-
tions adopt the same principles by respecting the
values of the service user (McCormack, 2003). Using
fall prevention efforts in acute care settings as an
example, good practice refers to clinicians using prac-
tice knowledge and determining the right thing to do
at the right time and in the right way (e.g., applying
the appropriate fall prevention interventions to each
individual patient based on his or her unique needs
and risk factors for falls). Good practice is seen as
being clinically effective (e.g., a reduction in the
injurious fall rates), which involves more than the
application of a theory or the exercise of a skill
(McCormack, 2003).
In the process of implementing a fall prevention
program in acute care settings (as well as in other
Nurses’ Caring Attitude H.-M. Tzeng
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types of healthcare settings), the education goals for
nurses need to not only promote their professional
knowledge and skills in implementing the program,
but also cultivate their caring attitudes of treating
patients like their own families—the principles of pro-
viding patient-centered and relationship-based case at
bedside. In addition, more research on good practice
using patient-centered and relationship-based care is
needed. Such research requires researchers to under-
stand and work with individual beliefs, values, wants,
needs, and desires held by others (patients, families,
and colleagues in the interdisciplinary team) in order
to treat patients as individual persons. Also, such
research requires researchers to adopt approaches that
enable flexibility, mutuality, respect, and getting along
with others (McCormack, 2001, 2003). One of the
ultimate goals of this line of research is to promote
safer hospital stays by preventing injurious falls in
acute care settings.
Visit the Nursing Forum blog at http://www.
respond2articles.com/NF/ to create, comment on, or
participate in a discussion.
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